STUDENT ATHLETE: MEDICAL INFORMATION AND EMERGENCY CONSENT: FORM

PARTICIPANT'S NAME:

ADDRESS:

CITY: ZIP:

PHONE:

PARENT/LEGAL GUARDIAN:

ADDRESS:

EMPLOYER:

HOME PHONE: ‘ CELL PHONE:

WORK PHONE:

OTHER EMERGENCY CONTAGT PERSON:

PHONE:

MEDICAL INFORMATION

FAMILY PHYSICIAN:

PHONE:

GROUP/ADDRESS:

HOSPITAL OF PREFERENCE:

INSURANCE INFORMATION

SUBSCRIBER:

GROUP NUMBER:

POLICY NUMBER:

COMPANY:

PRE-EX‘ISTING MEDICAL CONDITIONS:

| authotize the coaching staff to provide emergency medical treatment of any injury to or illness by my child if qualified medical

personnel consider treatment necessary. [ further autharize any qualified, licensed physician to render medical treatment which

in his or her judgment may be deemed necessary in the care of (child’s name)

PARENT/LEGAL GUARDIAN:

DATE:

PARENT/LEGAL GUARDIAN:

DATE:

Parent/Guardian Email Address:




